OBJECTIVE:
To determine whether induction of labor is associated with prolongation of the 2 nd stage of labor. STUDY DESIGN: A retrospective cohort study of all women with singleton pregnancies who attempted vaginal delivery and progressed to the 2 nd stage of labor in a university-affiliated tertiary hospital (Jul-2013 to Mar-2015 . The duration of the 2 nd stage of labor and the rate of prolonged 2 nd stage was compared between women who underwent Prostaglandin E2 (PG) induction of labor (study group) to those with spontaneous onset of labor (control group). Prolonged 2 nd stage was defined as 2 nd stage duration >2 or >1 hour in multiparous with or without epidural anesthesia, respectively, and >3 or >2 hours in nulliparous with or without epidural anesthesia, respectively. Women who underwent operative deliveries (vaginal or cesarean) other than for the indication of arrest of descent were excluded. RESULTS: 1) Of the 15,564 deliveries during the study period, 11,171 (71.7%) women met inclusion criteria, of them, 1,142 (12.7%) underwent PG induction and 9,749 (87.3%) had spontaneous onset of labor.
2) There were higher rates of nulliparous and pregnancy related complications (hypertensive disorders, diabetes mellitus and IUGR) in the study group compared to the controls (Table) .
3) In the study group, there was higher rates of epidural anesthesia ( Department of Gynaecology, Ziekenhuis Oost-Limburg, Genk, Belgium, Belgium OBJECTIVE: Detection and management of complications such as preterm birth, could be improved by early labour detection. In our previous work, we showed that specific patterns in physiological data such as electrohysterography (EHG) and heart rate (HR) could be used to build predictive statistical models able to detect labour. In this work we highlight how physiological data can be discriminative of early term labour recordings when acquired both in laboratory and free-living conditions. STUDY DESIGN: Accelerometry, EHG and HR data were collected under supervised laboratory conditions on 84 pregnant women using a wearable sensor designed to be attached to the abdomen using an adhesive patch as well as in free-living on 120 pregnant women. We extracted time and frequency domain features from EHG and HR data, as stronger, sinusoidal pattern arise on both data streams in correspondence of uterine contractions during labour. Features were used as input to a statistical model previously developed using recordings collected during labour at term and pregnancy as training set, to recognize labour and non-labour recordings. The statistical model was applied to preterm and early term recordings to assess the model's discriminative ability under those circumstances. RESULTS: We report labour estimation probability for different conditions. Results showed that the probability of being in labour for recordings collected during the last 24 hours of pregnancy, when considering preterm or early term recordings, was consistently higher than the probability estimated for recordings collected outside of the last 24 hours. In particular, for recordings collected in supervised laboratory conditions, the mean probability of being in labour was 98% for actual preterm and early term recordings (combined dataset), while it was 0.1% for pregnancy recordings collected up to 24 hours before delivery. For free-living data, the mean probability of being in labour was 56% for actual early term recordings, while it was 27% for pregnancy recordings collected up to 24 hours before delivery. CONCLUSION: Our labour detection models demonstrated the ability to discriminate between early term and preterm labour recordings and non-labour recordings, using a combination of EHG and HR data. Our findings seem to indicate that the physiology of labour is similar for preterm and early term recordings, with respect to term recordings, as EHG and HR patterns were found discriminative of the conditions. OBJECTIVE: Limited data exists regarding the impact of a history of a prior prolonged first stage of labor (PPFSL) on labor curves in subsequent pregnancies. We hypothesized that patients with PPFSL were more likely to have an abnormal labor curve in subsequent pregnancies, and ultimately have a higher cesarean section rate. The aim of this study was to explore if a PPFSL is associated with prolonged labor in subsequent pregnancies. STUDY DESIGN: This was a retrospective cohort study of all women with two consecutive singleton term pregnancies that reached 10 cm cervical dilation in the first pregnancy (regardless of mode of delivery), at tertiary care center from 2004 to 2014. Labor curves and pregnancy outcomes were compared between patients with and without a history with a PPFSL (greater than 12 hours). T-tests & Mann Whitney U tests were used for continuous variables and chisquare/Fisher's exact tests for categorical variables. Interval-censored regression was used to estimate median times for cervical change. RESULTS: 2,150 patients had at least two pregnancies during the study, and 204 (9.5%) had a PPFSL. Besides women with a PPFSL to be less likely to have interpregnancy interval (IPI) less than 6 months or an IPI less than 12 months, the groups were similar, with similar rates of spontaneous labor and no significant difference in mode of delivery. Patients with PPFSL were more likely to have another prolonged first stage (OR 2.06, 95%CI 1.35-3.13). There was no difference in the second stage. Patients with PPFSL had significantly longer first stage in the current pregnancy, including a longer time to dilate from 4 to 10 cm (median 5.25 vs 4.01 hrs, p¼.01). CONCLUSION: A PPFSL in a previous term pregnancy was associated with a prolonged first stage in a subsequent pregnancy, but was not predictive of a prolonged second stage. However, even with the increased risk of a prolonged subsequent first stage, there was no association with an elevated risk of cesarean or operative delivery. This suggests that natural history of the first stage of labor may be longer in some women, but that may not preclude a vaginal delivery. 
The contemporary labor curve describes a difference in duration of labor in nulliparous women at varying centimeters of cervical dilation. However, current labor dystocia guidelines do not discriminate between varying degrees of cervical dilation when defining active-phase labor arrest. We sought to compare the prospect of vaginal delivery for patients who have cervical dilation of 6-7cm versus 8-9cm for greater than 6 hours. STUDY DESIGN: This is a retrospective cohort study of 970 NTSV patients delivering from January 2013-May 2018 at an academic, community hospital. We then identified patients with active-phase arrest, defined as ! 6 cm for at least 6 hours with unchanged cervical dilation. Patients were then stratified into two cervical dilation groups: early (6-7 cm dilated) and late (8-9 cm dilated). The primary outcome between these two groups was vaginal delivery rate. Secondary outcomes were maternal and neonatal complications. RESULTS: Fifty-eight patients were identified as having active-phase arrest. There was no difference in vaginal delivery rates between those patients with arrest in early versus late active-phase labor (48.7% [n¼41] vs. 47% [n¼17], respectively) ( Table 1 ). There were no differences between rates of maternal or neonatal outcomes (Table 2) . CONCLUSION: Although the anticipated duration of labor should be shorter for nulliparous women with 8-9 cm cervical dilation compared to 6-7 cm cervical dilation, application of the same definition of arrest of active-phase labor to both groups was not associated with a difference in vaginal delivery rate, maternal complications, or neonatal complications. A significant proportion of patients in active-phase labor who remain at the same cervical dilation for greater than 6 hours go on to achieve vaginal delivery.
